Canada has a rich history in the interprofessional study and treatment of pain. Seminal work by the pre-eminent Canadian scientists Melzack and Wall (1965) advanced our understanding of pain as a complex, subjective, and multidimensional experience. Their contributions laid the foundation for exceptional Canadian researchers and clinicians to engage in worldleading research and education, over the last four decades, on acute and persistent pain mechanisms and the implications for assessment and management. A major challenge that has driven the research and education agenda is the ubiquity of pain-related misbeliefs -that is, beliefs that persist despite evidence -which preclude effective pain assessment and management
patients do not admit to having pain and are reluctant to ask for help (Watt-Watson, Clark, Finley, & Watson, 1999) .
As a profession, nursing has played a major role in the efforts of the international pain community to institute change. In terms of pre-licensure education, the International Association for the Study of Pain (IASP) recognized the problem of pain misbeliefs over 20 years ago when it published its first core curriculum, laying the foundation for educational initiatives such as the University of Toronto Centre for the Study of Pain-Interfaculty Pain Curriculum (UTCSP-IPC), founded in 2002 (Hunter et al., 2008; Watt-Watson, Hunter, et al., 2004) . The UTCSP-IPC continues to bring together students from six health sciences faculties (in 2014, a total of 947 students) to take part in a mandatory 20-hour curriculum targeting pain misbeliefs and optimal interprofessional pain assessment, care planning, and management practices. In 2012 the IASP approved an interprofessional pain curriculum based on the original tenets of its core curriculum and developed by a subgroup of its Education Initiatives Working Group (International Association for the Study of Pain, 2012) . This curriculum now provides a means for health professions to learn a common language and to develop a basic understanding of pain mechanisms and biospsychosocial concepts fundamental to competent practice, grounded in the recognition of adequate pain relief as a fundamental human right.
In the practice arena, advances in the development of clinical practice guidelines (CPGs) have also been made. For example, the Registered Nurses Association of Ontario Guidelines for Pain Assessment and Management, now in its third edition, has led the way in providing interprofessional care teams with evidence-based recommendations for assessing and managing people with, or at risk for, any type of pain (Registered Nurses Association of Ontario, 2013) . Promulgation of these CPGs, among others, has been made possible by a swell of intervention research in this country over the last four decades -much of it led by nurses. Because of the work of Canadian nurse leaders, we now have a strong foundation for understanding ways to optimize pain assessment and management for hospitalized infants and their families (Stevens et al., 2011; Stevens et al., 2014) , an area of practice that was particularly lacking in the past. Concerted effort has also led to greater understanding of factors that confer vulnerability on the transition from acute to persistent pain following surgery (Choinière et al., 2014; McGillion et al., 2012) , as well as to effective educational interventions that improve clinicians' knowledge and behaviour with regard to pain Parry et al., 2010; Watt-Watson, Carr, & McGillion, 2011; Watt-Watson, Stevens, et al., 2004) . Cutting-edge work has advanced the delivery and international uptake of pain self-management education for both adolescent and adult populations suffering from complex forms of persistent pain (LeFort, Gray-Donald, Rowat, & Jeans, 1998; McGillion et al., 2014; McGillion, LeFort, Stinson, 2008; McGillion, Watt-Watson, et al., 2008; Stinson et al., 2014) . Without question, the advances made by the international and national pain communities are to be celebrated, as are the contributions of nurse leaders who have helped to make such advances possible. Yet recognition of our achievements must be balanced with awareness of the new and ongoing challenges that we face. Our work is far from over.
Pain Assessment and Management in Canada
We now possess the knowledge and the technology to manage pain effectively, yet alarming numbers of Canadians are still left in pain after surgery, even in our top hospitals. Evidence suggests that only 30% of analgesic medication ordered is actually administered in hospital and that up to 50% of patients report pain in the moderate-to-severe range following surgical procedures (Choinière et al., 2014; Watt-Watson, Stevens, et al., 2004) . Left untreated, acute post-operative pain leads to persistent pain in 10% to 50% of patients who undergo common procedures, including inguinal hernia repair, mastectomy and wedge lumpectomy, cardiac and thoracic surgery, and major joint replacement (Kehlet, Jensen, & Woolf, 2006) . Such pain challenges are not limited to the hospital setting. One in five Canadian adults report persistent pain that imposes significant activity limitation, difficulty at work, and financial hardship due to increased reliance on health services not covered by public healthinsurance plans (Moulin, Clark, Speechley, & Morley-Forster, 2002; Schopflocher, Taenzer, & Jovey, 2011) . The prevalence of persistent pain also increases with age, with rates as high as 65% among communitydwelling seniors and 80% among seniors living in long-term-care facilities (Hadjistavropoulos et al., 2009 ). The situation is no better among Canadian children and adolescents; like adults, one in five suffer persistent forms of pain, with an estimated 5% to 8% enduring pain that is severe enough to interfere with school work, social development, and physical activity (Huguet & Miró, 2008; Stanford, Chambers, Biesanz, & Chen, 2008) .
Our way forward must be paved with the clear understanding that, despite the gains we have made, wide gaps persist between best evidence and clinical practice. Sound pain care in Canada is still threatened by pain-related misbeliefs and outdated management approaches (Lynch, 2011) . Overlying these ongoing (and all too familiar) challenges is the contemporary controversy surrounding opioid analgesics (Lynch, 2013) . Central to the debate is mounting public concern over prescription opioid analgesic (POA) use and misuse. As nurses with a vested interest in doing our utmost to ensure that our patients receive adequate pain relief, we must continue to do what we have always done: turn to, and be clear on, the evidence. There is no question that both the misuse and the non-medical use of POAs have resulted in unintended mortality (Lynch, 2013) . However, the constant focus of the media -print, broadcast, and social -on opioid abuse, as opposed to the need for a balanced approach to the therapeutic use of POAs, has resulted in limited access to analgesics for those who legitimately need them. Recent research based on data from the Ontario Drug Benefit Plan indicates that 91.6% of deaths involving opioids also involve other substances, such as alcohol, benzodiazepines, or tricyclic antidepressants, suggesting that these agents are being used not necessarily for pain but for other reasons, such as addiction (Dhalla et al., 2009) . Amidst the controversy, a major advance in promoting appropriate prescribing practices with safeguards has been the Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-Cancer Pain (Canada: National Opioid Use Guideline Group, 2010) . These CPGs may have contributed to the recent decrease in non-medical use of POAs in Canada -the estimated prevalence of POA use to get "high" is now 0.4% (Lynch, 2013) . Recent legislative changes in some provinces have extended the scope of practice for nurse practitioners to include prescription of controlled drugs and substances. It is paramount, therefore, that nurses continue to stay abreast of controversies as well as the latest developments in order to ensure safe prescribing practices.
As we continue to advocate for change, it is important to remember that the landscape of pain-related care and debate is changing rapidly. Traditionally, patients have tended to trust that clinicians are using evidence-based knowledge as a foundation for their clinical actions, even in cases where delivery of suboptimal pain relief has been the norm (Watt-Watson & Murinson, 2013) . Today, patients and families are no longer passive recipients of health care; they bring their own information and beliefs to pain management (Watt-Watson & Murinson, 2013) . The rise in uptake of social media and communication technologies, leading to a more engaged public, requires that HCPs also stay informed and continue to advocate for sound, evidence-informed practice. We remain accountable, to the public and ourselves, to lead and manage practice change.
New challenges, such as those born of the POA controversy (Lynch, 2013) , give rise to new opportunities for research, such as the need to better understand the influence of media-related uptake on clinician and patient beliefs and their treatment-related preferences and values. Nurses can also be leaders in interprofessional pain curricula by promoting a focus on development of media-related competencies for best practice. Rising to such challenges is critical if we are to continue to be leaders in 
